A prototype disposal double-lumen tracheostomy tube made of plastic has been developed and used successfully in two cases. It has definite advantages over a conventional double-lumen tube in facilitating suction and minimising the risk of kin king by virtue of its shorter length.
The technique of using endobronchial intubation in the Intensive Therapy Unit has been useful to implement independent lung ventilation. 1·7 Commonly used red rubber or plastic disposable double-lumen tubes have been used but these were designed to be introduced orally, although their use via a tracheostomy has been described. 8 A conventional red rubber double-lumen tracheostomy tube of the Carlens type could be used but these tubes have high-pressure, lowvolume CUffS.9 This paper describes the prototype of a double-lumen tracheostomy tube.
THE TUBE The prototype is a left double-lumen tracheostomy tube produced from implanttested siliconised blue line polyvinyl chloride, manufactured by Portex Ltd., Hythe, Kent, U.K. (Figure 1 ), identical to that used in their standard range of tracheostomy, endobronchial and endotracheal tubes. It consists of two 6 mm internal diameter lumen tubes, with an 8 mm external diameter, solvent welded together side by side, so that the cross-sectional size is 16 mm x 8 mm. The overall length is 20.7 cm and the left endobronchial tube extends 4.5 cm farther than the tracheal orifice. The tube incorporates low-volume/high-pressure 'profile' cuffs, the pilot tubes of which are clearly marked. It has a radio-opaque line in each tube and the securing flange is adjustable with a Fange of fixing 6.5-9.5 cm from the distal tracheal tube orifice. The connectors are similar to those used on the standard range of Portex double-lumen endobronchial tubes. ApPLICATION The tube has been used in two cases. In the first, it was used to protect the bronchial stump following extreme haemorrhage associated with right pneumonectomy and to allow instillation of topical antibiotics. In a second case, it was used to allow selective inflation of the left lung after inability to keep the left lower lobe expanded with normal methods of ventilation. In both cases, the tube was well lubricated with a water-soluble jelly before insertion. A rotational movement was used to position the endobronchial portion. In the first case, the original prototype was too long and this was shortened to the dimensions described in this paper and used in the second case. In the fir.st patient, the tube was left in situ for two days; and in the second patient for five days.
DISCUSSION
Reports have shown the inadequacy of using existing double-lumen tubes. The small diameters of the Carlens tube are a problem for ventilation and suction lO and the hook can cause trauma to the tracheal wall.lI With other tubes, airway obstruction can occur where the proximal lumen is compressed against the tracheal wall. The tubes are not easy to insert or maintain in position, and kinking of the exposed length when passed through a tracheostomy is possible. The highpressure/low-volume cuffs and red rubber tubes are unsuitable for long-term ventilation. 12 This has been overcome in part by newer tubes. Portex Ltd. make a 'Carlens' double-lumen tube with low-pressure/high-volume cuffs. Hillman and Barber 7 described a left doublelumen tube, the Broncho Cath (National Catheter Company, Argyle, N.Y.) made from transparent vinyl, also with low-pressure/highvolume cuffs. However, they comment that securing double-lumen tubes is a problem and that nursing care is easier when the tube is passed through a tracheostomy. The great length of the tube proves to be a disadvantage both of fixation and for the passage of suction catheters, as well as increasing the risk of kinking. With the prototype tube, these difficulties have been overcome.
